TIME 11:08 AM DATE 1/31/2023
PATIENT REGISTRATION
ID: Chart ID:
First Name: R p LésﬁtVName: Middle Initial:
T e——n Pany., enred Name: e e e e B
Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Ao — Addr;:.ss, 2 B
City, State, le h ‘ Pager; »~
Home Phone: | Work Phone: Ext: Cellular; o

Birth Date: Soc Sec:

{"IResponsible Party is also a Policy Holder for Patient ["JPrimary Insurance Policy Holder

Drivers Lic:

[(JSecondary Insurance Policy Holder

Patient [nformation

Address 2:

Address:

City: State / Zip:

Pager:

Medicaid ID:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Home Phone: S Work Phone T Ext>: - Cellular:
Sex:[_]Male O Female Marital Status: [OMarried : [CIsingle O Divorced [Oseparated [ Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: h woﬁld liké to bn:e‘ceivc éérresééndences via e-ma.i'l;
Section 2 Section 3
Employment[™] py]] Time [JPart Time [JRetired Referred By
Status: Previous Dentist
Student Status: [ | Full Time [Jrart Time Emergency Contact
Pref. Dentist: Emergency Contact #

Primary Insurance Information
Name of Insured:

Insured Soc. Sec: Insured Birth Date;

Rem. Benefits: Rem. Deduct:

Relationship to Insured:[_]Self

[TJother

[CJSpouse [JChild

Employer: InsCompany h
Address: Address:
Addross . 4 Address 2 -
City, State, Zip: City, State, Zip: »

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec: N B N o wwl‘ll;s:;e*(‘i;};l.l“luli)ale:
Employer: ‘ | lnsCompany
Address: Address:
Address 2: Address 2:
ity Sate, Zip:‘,.w,« - e s s s
Rem. Benefits: Rem Deduct

Relationship to Insured: [_] Seif

[other

[_ISpouse []Child

City, State, Zip:




Time 11:08 AM Mranda And Ortega DMD, PA Date 1/31/2023
Eaglesoft Medical History Rev 01/29/20
Patient Name: Birth Date: Date Created:

Although dental persannel primarily treat the area in and arcund your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Are fou under a‘) Qﬁygidan's care now? Oves Ono Iyes | . . —i V
Have you ever beenhospitalized orhad amajor operation?  (Oyes Ono If yes I o [
Have you ever had a serious head or neck injury? OvYes ONo If yes L 7
Areyou taking any medications, pills, ordrugs? QOves ONo If yes l j
Do you or have you ever used a C-PAP? Oves ONo Tyes | |
oo et meiations contsming wipnosponsiesy | OYes Ote ifyes | 7
Are you on a spedial diet? Oves ONo
Do youuse tobacco? QOvYes ONo
Do you use controllad substances? QOvYes ONo If yes I ]
Women: Are you...
[OJPregnant/Trying to get pregnant? [INursing? {JTeking oral contraceptives?
Aeyoudlergc oany of the folowing? T e
E]Aspirin DPeniciBin O Codeine DAaylic
OMetal [JLatex [JSutfaDrugs [CJLocal Anesthetics
Other? O If yes l _l
Dovouhave,mh&vey_nu_had,_anyofﬂmfuﬂmhg? o _ o ‘
AIDS/HIV Positive QOvYes ONo |Cortisone Medidne QOvYes OnNo  |Hemophilis QOvYes ONo |Radiation Treatments Oves Ono
Alzheimer's Disease QOvYes ONo |Diabetes QOvYes ONo |Obstructivesieepapnes QOves ONo  |Anaphylais QOvYes Ono
Drug Addidtion OvYes ONo |HepatitisBorCorA Oves ONo |RenalDialysis QOves ONo |Anemia Oves ONo
Insomnia QOves ONo |Bipolardisorder Oves ONo |Rheumatic Fever Oves ONo  |Angina Oves Ono
Emphysema Oves ONo |HighBlood Pressue QOves ONo |Rheumatism OvYes ONo |ArthritisfGout Oves ONo
Epilepsy or Seizures OvYes ONo [High Cholesterdl Oves Ono  |Artificial Heartvalve OvYes ONo |Shingles Oves Ono
Artificial Joint OvYes ONo | Excessive Thirst OvYes ONo  |Hypoglycemia OvYes ONo |[SickleCell Disease OvYes Ono
Asthma Oves ONo |Fainting Spells/Diziness Oves ONo  |Snoring QOves ONo | Sinus Trouble Oves ONo
Kidney Problems OYes ONo |Leukemia Oves ONo |Stomach/IntestinalDisease (Oves (ONo  |Frequent Headaches Oves ONo
Liver Disease Oves ONo  |Stroke OvYes ONo |LowBlood Pressure OvYes ONo  |Swelling ofimbs Oves Ono
Cancer OvYes Ono | Glaucoma OvYes Oo |LungDisease OvYes ONo | Thyroid Disease Oves Ono
Chemotherapyinheador (Oves ONo | Mitral Valve Profapse OvYes Ono |Tonsilltis OvYes ONo |ChestPains Oves Ono
neck region Osteoporosis OvYes ONo |ColdSores/FeverBlstes (Oves (ONo |Pain inJaw Joints Oves Ono
Heart Atack/Failure Ores Ono Heart Pacemaker Qves ONo |Parathyroid Disease QOves ONo  |Ulcers Oves Ono
Congenital Heart Disorder (O ves ONo
Depression OvYes ONe
Psychiatric Care OYes Ono
Have you ever had any serious illness not listed above? Oves ONo 1f yes I
Comments:

To the best of my knowledge, the questions on this form have been acarately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. Itis my
responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




Miranda and Ortega D.M.D., PA

- ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

I . have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowiedgement could not be obtained because: '

O Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O Anemergency situation prevented us from obtaining acknowledgement

[J Other (Please Specify)

€ 2002 Amerlcan Dental Association
All Righls Reserved

Reproduction and use of this form by denlists and heir staff is permitted. Any other use, duplicatior or distribution of this form by any other party reguires the prior
writlen approval of the American Dental Association.

This Form Is educational anly, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



Miranda and Ortega, DMD PA
1298 N Dixie Freeway
New Smyrna Beach FL 32168

FINANCIAL POLICY

Thank you for selecting us as your dental health care providers. Our goal is to provide you and your
family with optimal dental care. We want you to feel welcome and as comfortable as possible throughout
our relationship. We encourage you to ask questions and to be involved in treatment decisions. This
includes understanding your treatment plan as well as our financial policy.

FINANCIAL AGREEMENT:

All patients are expected to pay for services at the time services are rendered (with the exception of Delta
Dental insurance policy holders). While payment is expected in full at the time of service if you have a
dental insurance policy from a carrier other than Delta Dental, as a courtesy to you, we will still file your
claim for you along with any x-rays or information that will be required.

The reimbursement check from your carrier will be sent directly to you.

Pease bring cash, check or credit card at the time of treatment. We also accept Care Credit or Alphaeon
Credit as alternative financing options (with approval). If you'd like more information on these options, we
do have literature in office for your convenience.

APPOINTMENTS:

In order to serve you better and keep the cost of dental care down, we try to maintain an efficient
appointment system. However, our cost of providing care increases greatly when people fail to keep
scheduled appointments or cancel at the last minute. We require at least 24 hours notice for any
cancelled appointment. Your account will be charged a broken appointment fee for appointments missed
without timely notification.

For patients with dental insurance: I fully understand that it is my responsibility to pay in full at the
time of service, regardless of insurance coverage (with the exception of Delta Dental). I understand that
the dental office will file my insurance initially as a courtesy to me. I also hereby authorize the release of
pertinent medical/dental information to the insurance carrier. This order will remain in effect until revoked
by me in writing. A photocopy of this assignment is to be considered as valid as the original.

Dr. Jackie Ortega
Dr. Alex Miranda

Patient Name

Patient Signature Date



